Introduction
Deliberate self harm (DSH) is considered a major health problem all over the world (1) (2) (3) . It is a common problem presenting to the medical services in Sri Lanka too (4, 5) . Despite a decline in suicide rates since 1995 in Sri Lanka, the hospital admissions related to poisoning, almost always related to DSH, has shown exponential growth (5) . The World Health Organisation SUPRE-MISS study reported that in a community sample in Sri Lanka, 0.4-4.2% had a history of suicide attempts, 1.1-15.6% had made plans, and 2.6-25.4% had suicidal ideation (6) .
In this context it is important to understand the factors that may be contributing to DSH, so that an effective strategy for prevention of DSH could be implemented.
Most studies from Sri Lanka highlight the fact that in many instances, premeditation is absent and that rates of repetition are low (3, 7) . It is often a 'once only' impulsive act. This and other evidence points to the fact that the majority of persons with DSH do not have an underlying psychiatric disorder (8) . The reported intention to die too was low (9) .
Coping styles therefore may have a significant impact on suicidal behaviour. A study conducted in a Japanese adult population on different coping styles and suicidal behaviour found that self-blame was significantly associated with the suicidal behaviour (10) . Another study found that adolescents use maladaptive behaviours to cope despite having other methods of coping (11) . Social withdrawal, problem solving, and emotional regulation were also found to be used as coping methods (12) . Survival-coping beliefs were found to be associated with self-predicted future suicide and other suicidal behaviours (13). Flowers et al reported that women who were able to generate and contemplate reasons for valuing their life had low risk of life-threatening suicidal behaviours, even after controlling for spiritual well-being (14) .
Sri Lanka is home to four major religions, Buddhism, Hinduism, Islam and Christianity, with the majority of its people being active religious adherents. These core beliefs and their contribution to coping styles will no doubt have an impact on suicidal behaviour. But the literature on the psycho-spiritual profile of persons with DSH is scarce.
The objective of our study therefore was to study the psychological and spiritual beliefs related to the act of DSH among persons who have attempted DSH. A self administered questionnaire ''The Clinical Record of Deliberate Self-poisoning and Self-harm'' was designed for the purpose of gathering data. It had information on demography, reason for the act, method employed and questions on intent. The intent to die was indicated by one of four responses -no intent, mild intent, moderate intent and severe intent. The beliefs tested were based on Version 4.4 of the Spirituality and Resilience Assessment of the Institute of Contemplative Education, Massachusetts and adapted to suit the Sri Lankan cultural context (15) . They gave one of three responses -do not agree, do not have an opinion or agree. Following routine assessment at the psychiatry clinic, all eligible participants who gave informed written consent were invited to complete this self-administered questionnaire, by a psychiatric medical officer. Proxy consent was also obtained from an accompanying guardian for those aged below 18 years.
Methods
Analysis of quantitative data was done using SPSS version 16. Descriptive statistics were used to summarise results. Comparisons between categorical data were done using nonparametric tests.
Results

Demography
The majority (69.9%) of the population was aged between 16-30 years and were female (53%). Almost two thirds (63.9%) were employed and 46.7% were involved in unskilled manual labour.
Characteristics of DSH
The most common method of DSH was medicinal overdose (55.6%), and paracetamol was the commonest drug used. Prior planning was not seen in 94.4 %. At the time of act 39.1% had moderate thoughts of harming their life and 18.4% had severe thoughts of harming their life. Only 3% and 0.8% had moderate and severe thoughts respectively of harming themselves at the time of examination. Sadness was the most commonly associated feeling at the time of DSH (Figure 1 ).
Only 6% of the participants had previous suicidal attempts. Of the participants, 15 (5.6%) had a history of a mental illness, while 11 were diagnosed with depression and 3 with schizophrenia. Alcohol use was present in 23.3% and heroin use in 0.4%.
Figure 1. Feelings at the time of DSH
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Coping mechanisms
The main coping strategies used by the DSH attempters were: trying to solve their problems themselves (85%); seeking help from others (60%); expressing their feelings (54%); and getting involved in religious activities (48%) ( Table 1) .
Interestingly, the majority indicated they never used aggression (80%), alcohol (76%) or suicidal acts (64%) as a coping strategy. Compared to males, females used religious activities in coping more often (p = 0.016) and never used alcohol (p < 0.001). There was no significant difference in coping strategies between different age groups.
Beliefs about DSH
The majority of the participants were of the view that DSH was a sin (81.2%), and that it denoted a weakness of personality (74.4%) ( Table 2 ). More than 80% did not agree with the viewpoint that DSH was a way of seeking attention, a cry for help or the legitimate choice of an individual. There was no significant difference between males and females, with regards to these factors.
Social and spiritual resources
Almost all the persons felt that their life was precious to them (89%) (Figure 2 ). Most felt satisfaction with their life (85%). A large proportion also had people they could access for emotional support (86%). A majority also declared an internal locus of control in the form of 'I can stand up for myself if needed' (79%), 'I have the ability to solve my problems' (79%) and "I have the freedom to make my choices'' (72%).
A strong sense of religious coping too was seen with 60% saying that their religion helped them face their problems; almost 80% of participants stated that they did not lose faith during times of adversity. Nearly one third spent time in prayer or meditation, and a similar proportion experience inner peace through prayer and meditation. However, negative appraisal of problems too were seen with 62% indicating they felt negative and hopeless when faced with problems and 66% indicating they could not maintain a clear mind during times of stress. Of the participants 64% were sensitive to criticism and 37% felt isolated from others. 
Figure 2. Social and spiritual perceptions indicated by persons with DSH
Discussion
This study gives interesting insights in to the beliefs and self-perceptions of those presenting with DSH. The majority valued their life, had a strong sense of responsibility for their actions and felt they had people and resources they could access. They also believed that DSH was a sinful act and that it denoted a weakness of personality. They denied it was a cry for help or attention seeking behaviour.
This withstanding, they engaged in DSH at times of crises. They indicated extreme feelings of sadness, hopelessness, helplessness and anger. This begs the question whether poor impulse control and lack of emotional regulation were at the core of the problem. The underlying schema or world view was not changed or distorted. This is further supported by the finding that even though a majority had a moderate or severe intention of harming their lives at the time of act, only a few continued to have that intention at the time of examination. A majority also had no prior planning.
The majority identified the strengths they have within them, such as an ability to solve their problems, having people to help when in trouble, standing up for themselves when necessary, and being satisfied with their life. Many also acknowledged the role of religion in helping them cope with their problems. Therefore, it appears that they are unable to identify the available resources and alternatives at the time of the DSH. It is not as if they had lost all hope nor did not have access to resources. These findings indicate that they need to develop the ability to tap in to these resources when distressed. Training in this direction is likely to be helpful. These findings will be useful for DSH prevention strategies. It is noteworthy that the DSH population may have different characteristics from the completed suicide population (1, 5) . Therefore DSH prevention strategies may have to be different from suicide prevention strategies. Often this distinction is not made as both categories are lumped in to the same mould.
The first WHO world suicide report published in 2014 lays emphasis on training gatekeepers and having access to trained counsellors (1). Suicide prevention strategies target vulnerable groups such as those with alcohol and drug issues or mental disorders (1). The wider public health approaches target adolescents and youth in schools and other settings. However, most approaches lay emphasis on early identification and referral of persons with suicidal ideation (1) . Most persons with DSH in our population do not fall in to this category. It was not a lack of emotional support that led to DSH in the majority of those we studied. The DSH was an impulsive act, and in many cases the time taken for consideration of the act and the action itself appear to have been a few minutes, as shown in a previous study (16) . This is not a realistic window of opportunity for intervention by professional counsellors.
In terms of our findings, the public health approach targeting adolescents and young adults is further supported. The emphasis though should be on improving coping strategies, rather than on identifying suicidal thoughts or behaviours. Acknowledging that anger and sadness are normal emotions and training young people to deal with them positively from a young age is what we should be focussing on.
It can be argued that most of the persons in our study used an emotional coping style as opposed to a cognitive or problem solving one, when sad or angry. Their cognitive appraisal of the act was positive and did not feed in to suicidal behaviour. Their behaviour though appeared to over-ride their inner beliefs.
We need to acknowledge that this study was selfreported and questionnaire based. It did not bring out the qualitative aspects of underlying thoughts and perceptions. The other limitation is that the study is based in a suburban hospital with certain socio-economic and cultural characteristics, perhaps different from other regions. Affluent patients may have accessed private health care and others with serious DSH may have been admitted to larger hospitals. We are also not aware of the baseline religious characteristics of those in the base population, to comment on how it is different from the DSH population.
This withstanding, this is the only study that has looked at the psychological and spiritual beliefs of persons with DSH in Sri Lanka. The findings are useful for planning DSH prevention strategies in the Sri Lankan and Asian context.
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